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Introduction
Violence against women is unquestionably a public health problem. Data shows that 35% of women around the world are victims of physical and/or sexual violence at some point in their lives. 1 According to the 2018 Atlas Furthermore, data predicts that over the next ten years there will be a 6.4% increase in violence against women. 2 It has been observed that the statistics on domestic violence against women are alarming. It is also important to consider that the majority of women who suffer domestic violence do not report it, leading to underestimation of statistics on domestic violence against women. In the European Union, 14% of women only reported violence to the police when the incident perpetrated by their partner was the most serious act ever committed. 3 Brazil ranks in 5th place out of 83 countries for domestic violence against women.
Additionally, of the 4,762 cases of homicide of females committed in 2013, 33.2% were committed by intimate partners or former partners. 4 Intimate partner domestic violence against women causes physical and psychological harm to the victims, threatening their well-being. 5, 6 It usually presents with slow and silent onset, without explicit physical aggression; gradually progressing to actions of greater intensity and humiliation, even public manifestations of aggression. 7 It can exacerbate because of shame women feel when reporting to authorities. Women who suffer violence often do not seek help because they feel guilty and stigmatized. 8 Another factor involved is social tolerance of violence against women, founded on inequalities between men and women, rigid gender roles, cultural influences that subordinate women, and insufficient legal penalties to restrain this type of behavior. It is difficult for women to leave abusive relationships, because they don't have any guarantee of safety from the abusive partner. 9 It has been noted that legislation to protect the victims of violence has been widely disseminated, but establishment of standards and compliance with these laws are not yet as satisfactory. 10 It is also important to mention financial insecurity; when there are children involved, how will they be provided for and where will they live? Some women remain in the violent relationships, thinking that this will be the safer option for their children and themselves.
According to the World Health Organization, acts of violence against women can have consequences varying from small to large magnitude. These include physical injuries, mental disorders such as depression that can lead to suicide, anxiety, post-traumatic stress disorder, and increased rates of clinical diseases such as hypertension and cardiac problems, among others. 11 In her work, Carla Crempien has highlighted the necessity of clearly identifying the characteristics of violence against women, because these factors have clinical consequences for therapeutic results. She therefore developed the Module for Assessment of Domestic Violence to evaluate the severity, type, and duration of violence, women's suffering, and resources for and obstacles to breaking the cycle of violence, based on Axis I of the Operationalized Psychodynamic Diagnosis (OPD-2). 12, 13 In an empirical study that she conducted with a sample of 28 women who had been victims of domestic violence, high degrees of vulnerability of self-capacities among women who were victims of violence was proportional to high severity of violence and greater therapeutic obstacles. 14 
The present study describes adaptation of the English version of the Module for Assessment of Domestic
Violence, 12 adapted from Axis I of the OPD-2 13 to produce Brazilian Portuguese versions of the manual and the scoring form. Carla Crempien proposed adaptation of Axis I ("Experience of illness and prerequisites for treatment") of the OPD-2 to produce the Module for Assessment of Domestic Violence in her doctoral thesis in 2009. 12, 14 The OPD was created in 1992 in Germany by a group of psychoanalysts, psychosomatic therapists, and psychiatrists, to complement and enrich symptombased descriptions for the classification of mental disorders by adding a fundamental psychodynamic dimensions. The current edition is the 2nd version of the operational manual, the OPD-2, which has been validated in both European Portuguese (Portugal) 15 and Brazilian Portuguese, the latter in a study conducted at the Universidade Federal do Rio Grande do Sul (UFRGS). 16 The OPD-2 is a multiaxial diagnostic system comprising five axes. Four axes are psychodynamic and the fifth is descriptive, as follows: (I) experience of illness and prerequisites for treatment, (specifically in this study, the Domestic Violence Assessment Module);
(II) interpersonal relationships; (III) psychic conflict;
(IV) psychic structure; and (V) traditional nosological diagnosis, such as DSM and ICD. The instrument aims to formulate, identify, and center treatment planning. 13 In terms of cross-cultural adaptation, it is necessary to take into account both conceptual and linguistic equivalence between the original and translated versions, in order to validate the resulting instrument, considering the target cultural context. 17 The Portuguese and Brazilian adaptations of the OPD-2 were carried out by experienced clinical psychologists trained in the use of the instrument, respecting these countries' cultural aspects. However, empirical evidence is needed to better support the validity of the adapted versions. 15 The aim of this investigation is to develop a 
Method
The study design was based on the guidelines for the process of cross-cultural adaptation of self-report measures and consists of six interdependent stages: These aspects are collected and explored in the OPD clinical interview. This is a semi-structured interview with specific tools for exploration of each axis, lasting approximately one hour. 13 There are criteria for scoring each item according to the manual and at the end it is coded using the scoring form. For Axis I, the assessing judges will code the various dimensions and indicators described along a scale from 0 (absent), through 1 (light/insignificant), 2 (moderate), 3 (high/ significant), to 4 (very severe/very significant), or 9
(Non-assessable). 12, 14 Ethical considerations proposed by the author. In case of divergence in relation to a translation, it was discussed with other experts in OPD-2 and the author was consulted for clarification.
In the second stage, after evaluating divergence and equivalence of the translations from the previous stage, the two translators produced a single translated instrument, concluding a synthesized version of the translations. There was no divergence in this stage.
In the third stage, the back-translation was used to compare the original and the back-translation, considering content and semantic analysis. 19 In common with the previous stage, there was consensus between the back-translations. The back-translation stage is important because it reflects the conceptual equivalence of the original version. 18 
Results

Content validity
Content validity refers to the theoretical analysis of semantic aspects and the judges' analyses. 22 It was concluded that the final version produced by this study has good content validity. Thus, it is possible to comprehensibly administer the new language version of the instrument, which has consistent internal adaptation of linguistics and culture. This ensures that assessments of the impact of the context of violence will be consistent with reality. 23
Sample characterization
The sociodemographic data for the sample were normally distributed, according to the Kolmogorov- in the sample. The women were more likely to report being religious than the men, although a high number of participants self-declared as atheists, and a higher proportion of men had substance addictions ( Table 1) .
With regards to type of relationship, for the most part the women had been separated from their partners less than six months, from marriages lasting from 3 to 10 years ( Table 2 ).
Regarding the types of violence, the participants suffered severe emotional violence, followed by moderate physical violence. Suffering was intense, although complaints about this were not their overriding concern in the interviews. The personal explanation of domestic violence refers to both internal and external factors, but these women believed in external change to resolve the violence. They presented moderate levels of internal and external resources to solve the problem and also faced obstacles to resolving it (Table 3) . Their relationships are short, less than 6 months (Table 4) and the first episode of violence was on average at the age of 25.52 years.
Psychometric characteristics
The reliability between judges was substantial (k = for inter-rater agreement. 16 Our results therefore point in the same direction as previous studies conducted in other countries.
In regards to internal consistency, the instrument demonstrated a Cronbach's alpha of 0.63 for the new version, which indicates that it is reliable. Table 5 presents the individual scores for the items, showing what the value of Cronbach's alpha would be after deletion of an item, but the variations that would have occurred if items had been excluded were not large.
Discussion
Cross-cultural adaptation of health instruments for use in a new country requires rigorous methodology.
It is necessary to preserve content validity during linguistic and cultural adaptation, thereby ensuring that assessment of disease impact or treatment will External obstacles 4 (7.1) 48 (85.7) 4 (7.1) 0
The higher the score, the higher the severity or the rating of the variable. be similarly described in multinational trials. 23 The psychometric characteristics assessed in the pre-test were adequate.
The Experience of Illness and prerequisites for treatment. 15 No studies were found using the Module for Assessment of Domestic Violence other than the study conducted by the author of the original instrument. One reason for this could be that it was published recently and has not been well publicized. Additionally, use of the OPD-2 requires specific training, which limits the number of professionals who have access to it.
It was observed that the sample studied covered the different peculiarities of the population, both in regards to sociodemographic data and to experience of violence. There are differences in age, schooling, race, income, and duration and type of marital relationship.
With regards to violence, there are also variations, since there were victims who had suffered intensely and for long periods and also women who reported the first violent act perpetrated by their. The explanations given for violence also varied, as did the resources for and obstacles to resolving it. These data indicate that the instrument is suitable for use in the South Brazilian setting in the context of domestic violence.
Clinical implications
In general, it is noted that the OPD-2 operationalizes psychodynamic constructs, which provides greater precision and better evidence for the field, overcoming a difficulty found in psychoanalysis to date. According to 
Limitations
A number of biases can be mentioned that could have been detrimental to the results of this study. However, many of these were controlled, as far as was possible. These biases are related to reliability between judges, sample, procedures, and location of collection, evaluation, and translation.
With respects to judges' reliability, some interviews didn't have a good coefficient of agreement between judges: lower than 0.60. In these cases, we decided not to repeat the codification in order to avoid conditioning evaluation of these items or inferring a certain interpretation from the judge. Additionally, the sample did not include a significant number of 
